Early integration of palliative care into standard oncology care: evidence and overcoming barriers to implementation D.A. Kain ma md* and E.A. Eisenhauer md † In Canada, widespread discussion of medical aid in dying (http://www.parl.gc.ca/HousePublications/Publication. aspx?DocId=8120006) has had an important by-product: a much needed opportunity to review how well we are doing with respect to appropriate and timely access to the provision of expert palliative care for individuals with life-limiting illnesses.
In the field of oncology, palliative care has long been embedded in the patient care paradigm. But even within oncology, recent research has suggested that there is much to improve. When should referral to palliative care be made and for which patient groups? What are the key discussions and interventions that palliative medicine brings to cancer care? What is the impact of earlier care on patient and family outcomes? In other words, what should be the optimal standard for integration of palliative care into oncology care?
Early Referral to Palliative Care and Its ImpactClinical Trial Evidence
Recent studies offer answers to many of the foregoing questions (Table i) . Several randomized clinical trials examining the effect of early palliative care consultation compared with "usual" (as needed) referral in cancer care have identified important benefits to early integration of palliative care into standard oncology care.
A seminal study addressing the question of optimal timing of referral was that of Temel et al. 1 , published in 2010. In that trial, patients with stage iv non-small-cell lung cancer diagnosed within the preceding 8 weeks were randomized to receive early palliative care consultation (within 3 weeks of randomization) and subsequent monthly visits together with their standard oncology care or to receive standard oncology care alone. Compared with patients in the standard-care group, patients in the early palliative care group experienced significant improvements in patient-reported outcomes, received less aggressive care at the end of life, and somewhat surprisingly, were observed to have significantly prolonged overall survival.
More recent ly, i n a cluster ra ndom i zed t r ia l, Zimmermann et al. 2 showed that early palliative care referral led to improved patient-reported outcomes in a variety of cancer types. In another recently published randomized trial that included patients with both solid tumours and hematologic malignancies, Bakitas et al. 3 also found improved patient-reported outcomes and observed a trend for improved overall survival. An earlier randomized clinical trial by the same author showed improved quality of life and less depression in patients randomized to receive a nurse-led palliative care intervention within 8-12 weeks of a new diagnosis of advanced cancer 4 . Finally, a largescale survey extended those findings to show that early palliative care improved caregiver outcomes 5 .
In a systematic review of the evidence, Higginson and Evans concluded that specialist palliative care significantly improved patient outcomes in the domains of pain and symptom control, anxiety, reduced hospital admissions, and increased likelihood of home death 6 .
Early Palliative Care Consultation Reduces Health Care Costs
It is worth expanding on the data suggesting that early palliative care not only improves patient outcomes as already described, but also has a favourable impact on health care costs. May et al. 7 demonstrated that, compared with no consultation, a palliative care consultation for appropriate patients within 2 days of hospital admission reduced inpatient care costs by 24%. It was hypothesized that the cost savings were a result of informed avoidance of futile, aggressive interventions in individuals who had early opportunities to discuss care goals and treatment choices. In its community hospice natural experiment, Aetna (a for-profit health care insurance company in the United States) observed that enhancing hospice access resulted not only in improved patient-reported outcomes, but also in less-frequent need for acute or emergency care interventions, leading to cost savings (results available at http://www.ehcca.com/presentations/palliativesummit1/ wade_ms3.pdf). In an Ontario population-based analysis, a cohort of patients receiving specialist community palliative care was compared with a matched cohort not receiving those ser vices 8 . The authors, Seow and colleagues, observed a reduction in hospitalizations, emergency room visits, and in-hospital deaths in the intervention group. Finally, in the randomized study by Temel et al. 1 , patients receiving early palliative care received significantly less aggressive end-of-life care.
In an editorial accompanying the paper by May et al., David Sher wrote "In today's health care environment-especially in the realm of oncolog y-programs that improve both patient quality of life and the proverbial bottom line are a rarity, and May et al. have provided important data that suggest that early inpatient palliative care consultation is one of them" 9 .
Which Patient Groups?
All of the randomized clinical trials cited here focused on cancer patients with advanced or metastatic disease whose expected survival was limited either by the nature of the disease itself (for example, stage iv non-small-cell lung cancer) or by its prognosis (for example, life expectancy 3-24 months in the study by Zimmerman et al. 2 ).
What Intervention Is Early Palliative Care Consultation Providing?
Although oncologists clearly provide a great deal of palliative treatment through radiation, systemic therapies, and other supportive-care measures, specialized palliative care consultation offers additional benefits to patients. The palliative team manages challenging disease (and treatment)-related symptoms, explores with patients their understanding of their illness, facilitates discussion of the patient's care goals and how they define "quality of life," and aids in advanced care planning. Specialized palliative care consultation is not a single event, but rather part of an ongoing process and dialogue about care needs and planning as the cancer evolves. The clinical trial data cited earlier suggest that it is best for patients and families if that dialogue begins earlier in the course of incurable cancer rather than when urgent needs arise. Quality of life is enhanced, satisfaction with care is increased, decisions about future care are made in a considered fashion, and crisis consultation and hospital admissions are thus potentially avoided.
What Are the Barriers to Implementation?
Despite the clear benefits, many patients with advanced cancer never receive a palliative care consultation-and for those that do, the consultation often does not come "early." For example, a recent study at Queen's University underscored the challenges facing oncologists wanting to have discussions about goals of care in the midst of busy oncology clinics: In a sample of 222 advanced lung and pancreatic cancer patients, only 4% had documentation of a goals-ofcare discussion by oncologists in their outpatient record, and only 41% ever received a palliative referral 10 . Those findings are demonstrative of the need to examine ways in which palliative care consultation can be better integrated into oncology care not only earlier, but also more systematically in the course of disease, so as to bring the benefits of this intervention to all patients. Those goals require, in the first instance, a thorough examination of the existing barriers to implementation of the integrated model from a patient, health care professional, and systems perspective.
From the perspective of patients and their families, the terms "palliative" and "palliation" are often equated with the provision of end-of-life care. Although that task is clearly part of the role of palliative care providers, it is but a subset of the scope of palliative medicine practice. In a recent study, Zimmermann et al. 11 showed that cancer patients and caregivers associate the term "palliative care" with death and end of life, and they are therefore reluctant to be referred early. That stigmatization must be overcome if early integration of palliative care is to be successful. Education for patients and providers is one strategy to address the issue. Berry and colleagues 12 have argued that, to create public knowledge (and demand) for access, the term "palliative care" must undergo a "re-branding" (or even re-naming) to highlight the benefits that it brings to patients-potentially facilitating easier and earlier consultation to palliative care services.
Some oncologists see palliative care as a "philosophy of care incompatible with cancer therapy" (that is, it is about end of life, and not part of a phase of cancer-directed therapy) and also believe that providing palliative care is part of what they do (meaning there is no need to refer for a palliative care consultation) 13 . Thus the argument that oncologists might find it easier to refer patients earlier or more frequently for palliative care consultation if the specialty were to be renamed "supportive care." Data from the MD Anderson Cancer Center support that argument: Renaming "palliative care" to "supportive care" was associated with a 41% increase in inpatient consultations and an earlier time to referral in the outpatient setting 14 .
Not all agree that a name change is needed. Instead, the belief that palliative care is only about end-of-life care must be challenged with the evidence already described concerning the benefit of early referral, together with simple-to-follow guidelines for when to refer [for example, by using the "surprise" question: "Would you be surprised if your patient died in 12 (or 6) months?" as articulated in the Gold Standards Framework developed in the United Kingdom 15 ] and with facilitated access to palliative care for patients who meet the guidelines.
Another significant health professional barrier, this time from the palliative medicine perspective, is that the need for more widespread and earlier palliative care engagement in cancer care will place increased demand on a workforce that is already stretched thin. That concern is amplified by the recognition that early palliative care involvement and expertise benefits not only cancer patients, but also patients with life-limiting nonmalignant disease such as congestive heart failure and chronic obstructive pulmonary disease 16, 17 .
From a systems perspective, the location of cancer care and palliative care delivery might be remote from one another, creating another barrier to easy access. Cancer patients are often seen in clinics designated by specialty or subspecialty oncology practitioners, and palliative care clinics and providers might work elsewhere-perhaps even in a different institution.
Addressing the Barriers to Implementation
A number of practical interventions are proposed to enhance integration of palliative care and oncology. Those ideas represent opportunities for further research, because published data are, to date, limited (some reviewed in Hui and Bruera 18 ).
n Normalize early referral to palliative care.
n Define which patients to refer early. Oncologists and palliative medicine specialists should jointly develop guidelines about the cancer patients that are, at a defined point in their disease, appropriate for early referral (for example, patients who have a life expectancy in the range of 12 months, such as those with newly diagnosed advanced lung cancer, pancreatic cancer, or glioblastoma).
n Oncologists should advise patients (and families) who meet the guidelines that palliative care experts form part of the care team and that they will be seeing those experts to manage symptoms and for periodic follow-up while they are receiving cancer treatment. Provide patients with information about how the involvement of palliative care has been shown to improve symptoms, quality of life, and disease outcomes.
n Set reasonable targets for the proportion of patients who meet the agreed guidelines to be referred. Track that metric and let oncology practitioners know how well they are doing. Plan to increase the target over time. Identify or develop tools that will facilitate discussions about advanced care planning for use by oncology providers (for example, the Ariadne Lab checklist 19 ). The discussions need not be carried out only by palliative care experts-they should be embedded into cancer care.
n Adequately resource early referral to palliative care. n New investment in specialized nurses and physicians is required to meet the demand. Despite the fears that this "new" need will mean an overall increase in health care expenditures and resource utilization, the opposite has in fact been observed to be the case, as has already been extensively described. The new investment in palliative care providers can be strongly justified by the data showing their work will engender health care cost savings. This "business case" for investment is surely one of the easier ones for cancer care leaders to write.
SUMMARY
There is strong evidence that early palliative care consultation improves symptoms, quality of life, and disease outcomes for cancer patients and families. Implementing integrated oncology and palliative care programs will involve overcoming patient, provider, and systems barriers. Although some of the barriers could be overcome with improved education, tools, and pathways, it is also the case that new investments in palliative medicine providers will have to be made 20 . Fortunately, there is also considerable evidence that providing palliative care results in health care resource savings by reducing unnecessary acute hospital admissions and aggressive treatment at the end of life, presenting an opportunity to invest those savings into expanding palliative care services. Although the work will have challenges, including how best to define the metrics for success, the rising burden of cancer and other chronic diseases makes it imperative to begin.
